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Chapter 1
Introduction and Overview

1-1. History.

This is the first printing of this
publication. It incorporates the
information in the Concept of Opera-
tions, Volume II, Part 1, HSC-MPS,
Undated, that is rescinded.

1-2. Purpose.

This publication describes the U.S.
Army Medical Command’s {(MEDCOM) Mo-
bilization and Contingency Planning
System concept of operations. It
includes the general policies, pro-
cedures, and methods of operation
required to support the Army plan
during mobilization and deployment
of Army forces.

1-3. General.

The Army Surgeon General (TSG) is
accountable for the Army health care
system and health care policy. The
MEDCOM is the Major Army Command
(MACOM) responsible for health care
delivery to Army forces.

1-4. Responsibilities.
The MEDCOM responsibilities include:

a. Prepare integrated mobiliza-
ticn plans and procedures to incor-
porate missions specified in the
Army Mobilization and Operations
Planning and Execution System
(AMOPES) .

b. Function as the Army's prin-
cipal planning agent for medical
coordination and support of the Com—
mander in Chief U.S. Atlantic Com-
mand {CINCUSACOM) Integrated Conti-
nental United States Medical Opera-
tions Plan (ICMOP).

¢. Develop plans, as directed
by the U.5. Army Forces Command
{FORSCOM} Mobilization and Deploy-
ment Planning System (FORMDEPS), to
expand medical support and training
to meet the time-phased flow of
units as provided by the Global Com-
mand and Control System-Army (GCCS-
A) Mobilization Planning Applica-
tion. Develop plans to accept the
projected flow of patients returning
from the theater(s} of operations.

1-5. Migsion.

The MEDCOM provides health care sup-
port for mobilization, deployment,
sustainment, and demobilization of
Army forces. It will simultaneocusly
maintain the capability to provide
continuity of patient care while
ensuring it retains the capability
to care for patients returning from
the theater(s) of operations, and
for authorized beneficiaries. The
MEDCOM also provides individual Army
Medical Department (AMEDD) training
and medical materiel, research, and
development to support the Army mo-
bilization force. The MEDCOM mis-
sion is further delineated as fol=-
lows:

a. Deploy individuals and teams
under the provisions of the Profes-
sional Filler System (PROFIS) and
Caretaker Professicnal Filler System
{CT-PROFIS) .

b. Provide direct health care
support to the mobilizing, deploy-
ing, and sustaining base military
forces.

c. Continue to provide health
care to eligible beneficiaries
within the limitations of available
resources.

d. Expand the Army’'s direct
military health care system to pro-
vide treatment for patients evacu-
ated from the theater(s) of opera-
tions.

e. Provide individual skill
training for the essential medical
s8kills needed during mobilization
and/or contingency operations,

f. Provide medical support to
protect and sustain the health and
performance of the Army force across
the continuum of military opera-
tions.

g. Provide for health promo-
tion, preventive medicine, and
health care services.

h. Provide dental services.

i. Provide veterinary services.



j. Provide blood and blood
products in support of contingency
requirements.

1-6. Overview.

The transition from community based
health care toc mobilization or con-
tingency operations is a seamless
process with changes occurring on an
exception basis in response to re-
guirements. Policies and procedures
set forth in this and other mobili-
zation planning system documents
will mirror those established during
peacetime operations, The MEDCOM's
response to a contingency operation
or mobilization will involve the
deployment of personnel; receipt of
Reserve Component ({RC) units and
individuals; and increased workload,
to include bed, blood collection,
and veterinary support expansion
proportionate to the crisis re-
sponse. External systems such as
patient regulating may require pro-
cedural changes, however, internal
systems should not be affected. Com-
mand and control and lines of commu-
nication remained fixed with the
most notable difference being an
increase in reporting frequency.

a. The ICMOP, as directed by the
Joint Staff and developed by the
CINCUSACOM, will be the focal point
for integrating joint continental
United States (CONUS) medical mobi-
lization planning.

b. Selected U.S. Army Medical
Centers {(MEDCEN) will be designated
as primary receiving centers (PRC).

A PRC is a hospital specified to
receive patients returning to CONUS
from the theater(s) of operations.
The levels of care in the PRC are
primarily for intensive and interme-
diate care patients with a few mini-
mal care beds. Although all PRCs
will have the capability to provide
the full range of patient care, se-~
lected PRCs may be directed to place
an emphasis on selected <c¢linical
specialties and will receive the
initial influx of patients regulated
for those specialties.

c. The CONUS return to duty
pelicy provides the guideline for
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determining which patients receive
treatment in a military medical
treatment facility (MTF} and which
ones should be transferred to a De-
partment of Veterans Affairs (DVA)
or National Disaster Medical System
(NDMS) asscociated civilian medical
facility.

(1) To support these poli-
cies, Public Law 97-174 designates
the DVA hospital system as the pri-
mary backup support system to the
military health care system, The
NDMS, as described in Department of
Defense {(DOD) Directive 6010.17,
functions as the national safety net
for meeting the remaining hospitali-
zation requirements during contin-
gencies or national emergencies.

(2) For planning purposes,
the CONUS return to duty policy is
60 days. Under this policy, patients
expected to return to duty within 60
days will be hospitalized in the
direct military care system. Pa-
tients regquiring medical care ex-
ceeding 60 days, and those for whom
specialty treatment is not available
in the military health care system,
will be transferred to a DVA or NDMS
associated civilian hospital.

d. The MEDCENs are regional
tertiary c¢are centers. Selected
MEDCENs may be directed to develop
and maintain the capability to pro-
vide specialized health care to cer-—
tain patient types, whether those
patients are in their facility, at
another facility in CONUS, or over-—
seas.

e. The provision of health care
in the CONUS sustaining base re-
quires a well coordinated and inte-
grated planning effort among the
Services, the DVA, Federal agencies,
and NDMS associated civilian health
care institutions. An integrated
regional planning process is neces-
sary to achieve an corderly transi-
tion to a contingency medical sup-
port structure. For MEDCOM to ac-
complish its mission, major subordi-
nate commands’ (M3SC) mobilization
plans must integrate fully with
other military, Federal, and NDMS



MEDCOM Reg 500-5-2

assocliated civilian health care fa-
cilities and resocurces within their
area of responsibility {AOR).

Chapter 2
Structure and Coordination

2-1. Command relationships.

Normal command relationships will
continue during mebilization to en-
sure a rapid and seamless transition
to integrated operations,

a. The MSCs are the MEDCOM’'s
medical planning agencies in support
of joint medical mobilization plan-
ning initjatives within their AOR.

b. The MSCs’ responsibility 4in-
cludes the regional coordination,
integration, and wvalidation of sub-
ordinate activities’ mebilization
missions and plans. The goal of
this regional planning effort is to
coordinate procedures for the use of
military medical resources, and to
facilitate coordination for use of
the DVA hospital system and the NDMS
during national emergencies.

¢. The MSC Commanders are re-
sponsible for managing the Army
health care delivery system in their
geographic region. The MSC Command-
ers will «cross level resources
within their AOR to achieve maximum
use of capabilities. The MS3Cs will
forward requirements in excess of
their available resocurces to Head-
quarters (HQ), MEDCOM.

d. The MSCs are the conduit for
the flow of information between sub-
ordinate activities and HQ, MEDCOM.
The MSCs direct taskings to their
subordinate activities and consoli-
date reports for submission to HQ,
MEDCOM, Contingency communications
between HQ, MEDCOM and the MSC will
be through their Emergency Opera-
tions Centers {EOC).

e¢. The area health care mission
for each MTF will coincide with the
health care demand projected for
each phase of mobilization.

(1) During the initial phase
of mobilization, the primary demand
for health care will be continuity

of care and support of the mobiliz-
ing and deploying forces. The work
load during this period comes from
soldier readiness processing and the
increase in the incidence of disease
and nonbattle injuries associated
with individual and unit training.

{(2) The next phase begins
upon the initiation of hostilities
and the evacuation of patients from
the theater{(s} of operations to MTFs
serving as PRCs., At these MTFs, the
primary workload is the treatment of
patients regquiring intensive and
intermediate care. The remaining
MTFs will continue the mission of
providing continuity of c¢are and
installation medical support.

(3) The third phase occurs as
the theater matures and the theater
evacuation policy stabilizes. Dur-
ing this phase, the PRCs will con-
tinue to provide intensive and in-—
termediate patient care. Upon com-—
pletion of the patient’s intensive
and intermediate care in the PRC,
the PRC will transfer the patient to
an MTF close to their home station
for further treatment.

2-2. Reserve component RC) augmen-
tation and backfill.

a. During mobilization MEDCOM
will receive RC units and individu-
als to support its contingency mis-
sion. The alignment of these units
and their activation follows the
GCCS-A Mobilization Planning Appli-
cation.

k. The RC units and individuals
assigned to MEDCOM during a contin-
gency or mobilization will provide
support as follows:

{1l) Individual Mobilization
Augmentees {IMA) and Individual
Ready Reserve Augmentees (IRR Aug-
mentee} . The IMAs and IRR Augmen-
tees will backfill personnel sched-
uled to deploy as part of the pro-
fessional Filler System (PROFIS),
FORSCOM Nurses, and will provide
augmentation for special missions.

(2) The RC Table of Distribu-
tion and Allowances (TDA) Troop



Program Units (TPU}. The RC TPU's
organizational structure depends on
their mission. The TPUs that pro-
vide backfill for caretaker hospi-
tals and forwarded deployed hospi-
tals and units will match, by Area
of Concentration{ACC)/Military Cccu-
pational Specialty (MOS) and grade,
the active component personnel re-
gquirement for the supported activ-
ity. The TPUs that support bed ex-
pansion missions at specific MTFs
will organize and train their unit
for that mission. Other TPUs in-
clude the Installation and Deploy-
ment Support Units (IDSU}. The IDSU
is designed as a multiple mission
unit to augment an MTF’'s capability
to provide installation and deploy-
ment support. It is structured with
up to three distinct elements, an
Installation Medical Support Unit
(IMsSU), Blood Donocr Center (BDC),
and Veterinary cell. The IDSU’s or-
ganizational structure may contain
one, two, or all three of these ele-
ments.

c. The MEDCOM activities will
establish a planning and training
association with aligned RC units,
as outlined in FORSCOM Regulation
11-30, The Army WARTRACE Program,
and The Memcorandum of Understanding
between the MEDCOM and the U.S. Army
Reserve Command (USARC). Commanders
will establish complementary train-
ing programs to ensure the WARTRACE
aligned RC unit’s integration into
their mobilization mission. The
commanders of MEDCOM activities will
maintain a current assessment of
their WARTRACE aligned RC unit's
capabilities and shortfalls.

2-3. Clinical staff officers.

a. The Assistant Chief of Staff
for Health Policy and Services,
MEDCOM, =serves as the principal
staff officer for all clinical peoli-
cies,

b. The network of clinical
staff officers provides a method to
rapidly issue c¢linical policies and
priorities, as well as providing an
established procedure for obtaining
expert opinions and evaluations of
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patient care. The two levels of
clinical staff officers, MEDCOM and
Regional Medical Command (RMC) ,
which make up the network under nor-
mal operations will continue to
serve as the base for the mobiliza-
tion network.

¢. The designated RMC <linical
staff officers will monitor the pro-
vision of health care in military
medical facilities, as well as main-
tain an assessment of the care pro-
vided to military patients who have
been transferred to other Federal
and NDMS3S associated civilian treat-
ment facilities within their geo-
graphic ACR.

d. The MEDCOM Army BRlocd Pro-
gram Manager will oversee the col-
lection o¢f blood directed by DOD
through the Armed Services Blood
Program Office (ASBPO).

Chapter 3
Planning

3-1. General.

The planning goal for operations
from a contingency operation through
full mobilization is to make an ac-
curate assessment of resource re-
quirements and capabilities. The
commander’s projection of needs and
expected results from the realign-
ment of resources is critical to the
planning process.

3-2. Resource requirements and al-
locations.

Resources available to the commander
include personnel, facilities, sup-
plies, equipment, and funding. Each
level of command is required to con-
duct a staff assessment to determine
the availability of resources. The
assessment must consider Federal and
civilian health care resources
available within the geographic area
of responsibility.

a. Personnel. The availability
of personnel resources and an as-
sessment of their technical skills
is essential in determining the cap-
ability to support the projected
workload.
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(1) As the meobilization proc-
ess begins, shortages of personnel
will occur as a result of PROFIS and
Care-taker PROFIS (CT-PROFIS) depar-
tures, and the reassignment of other
essential medical personnel. Ini-
tial personnel gains will be ac-
quired from the Reserve Components,
retiree recalls, and expanding the
civilian work force, volunteers, the
use of contract personnel, and man-
aged care support contracts.

(2) Following the Presiden-
tial Selected Reserve Call-up
(PSRC), the Individual Mobilization
Augmentees and volunteers from the
Individual Ready Reserve Activation
Authority ({IRRAA) will provide back-
fill for PROFIS and FORSCOM Nurse
losses to deployed and deploying
forces. Individual Ready Reserve
Augmentees will be available at par-
tial mobilization.

{3) During the PSRC and sub-
sequent levels of mobilization,
MEDCOM will receive augmentation and
backfill for CT-PROFIS from RC hos-
pitals and other medical units whose
contingency mission is to support
the health care delivery mission.

(4) For planning purposes,
the first priority for assignment of
personnel with highly specialized
skills will be to the Primary Re-
ceiving Centers. Follow-on assign-
ments will coincide with the mis-
sions described in Chapter 2, para-
graph 2-1d.

b. Medical equipment and sup-
plies.

(1) HQ MEDCOM establishes the
priority for allocation of medical
supplies and equipment and provides
this information to the U.S. Army
Mecdical Research and Materiel Com-
mand (MRMC) for implementation. The
first pricrity for medical equipment
and supplies is to deploying medical
units. The second priority is to
the installations supporting mobi-
lizing and deploying units, and the
third priority is to the primary
receiving centers.

(2) Contingency and prime

vendor contracts for mobilization
have been negotiated and imple-
mented.

c. Facilities. The MTFs and
dental treatment facilities (DTF)
will use only existing medical and
dental treatment facilities to pro-
vide health care. The MEDCENs and
medical activities {MEDDAC) will
hospitalize patients only within the
core capacity of the existing MTF.

d. Funds. During mobilization,
RMCs will use existing funds that
MEDCOM and Headquarters Department
of the Army (HQDA) have not re-
stricted. Commander, MEDCOM will
submit a reguest to HQDA and the
Office of the Assistant Secretary of
Defense for Health Affairs (OASD-HA)
for supplemental funding. The MSCs
will maintain allocation and report-
ing procedures as required by HQ
MEDCOM, and those procedures neces-
sary to meet their internal manage-
ment requirements.

3-3., Contracting.

Contracting for «civilian services
will expand to meet operational re-
quirements. Contracting should es-
tablish prearranged service con-
tracts in an “off-the-shelf” status
for short notice implementation.
Contracts for supplies and services
will, where possible, contain con-
tingency clauses to support mobili-
zation. Prime vendor contracts will
have contingency clauses. Maximum
use will be made of the Logistics
Civil Augmentation Program (LOGCAP),
Army Regulatien 700-137.

Chapter 4
Health Care Delivery

4-1. General.

Beneficiary health care services,
inpatient and outpatient, will not
be restricted until it becomes ap-
parent that care to active duty per-
sonnel is being compromised due to
lack of space and staffing., Avail-
able health care services and level
of care to nonmilitary beneficiaries
are situational and will vary from
one installation to the next. As
resources become less available to



care for all beneficiaries, priority
of care will shift to active duty
personnel followed by prioritization
of other categories as specified in
Title 10 US Code and Service regula-
tions. Primary care managers and
health care finders will continually
assess the need for health care
services to accommodate the require-
ments of nonactive duty beneficiar-
ies.

4-2. Hospitalization.

a. The hospitalization portion
of the health care mission will con-
tinue to require the most resources
to operate, thus dictating the need
for detailed regional management
procedures,

b. The tiered appreoach to
health care delivery established in
normal operatiens will continue.
The PRC in each RMC will serve as
the tertiary care center. The RMC
staff manages the regional health
service area as an integrated health
care system.

c. The MEDCENs specified as
Primary Receiving Centers will re-
ceive the initial influx of patients
from the theater(s) of operations in
addition to providing health care
support to the installation popula-
tion, Their staff will support a
higher ratio of intensive and inter-
mediate care patients with a limited
propertion of minimal care patients.

d. All MTFs will plan to oper-
ate at least as many intensive and
intermediate care beds during a con-
tingency as they do in normal opera-
tiens.,

e. All RMCs will provide the
full range of patient care required
for internal medicine and the asso-
ciated subspecialties, general sur-
gery, and orthopedic surgery.

f. The final organizational and
specialty alignment for each RMC
will depend on the completion of a
detailed analysis of the potential
patient flow from outside and within
CONUS. Options developed for each
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medical facility will include an
analysis of alternative health care
resources available in the RMC.
Final planning guidance and the mis-
sion template will come from HQ
MEDCOM, O©Office of the Assistant
Chief of Staff for Operations.

4-3. Ambulatory care.

a. During initial phases of mo-
bilization, ambulatory care require-
ments will expand as health screen-—
ing for deploying forces increases.

b. The MTFs with Power Projec-
tion Platforms (PPP) and/or Power
Support Platforms (PSP) within their
AOR will be augmented by RC IMSUs
following the declaration of a PSRC.
The IMSUs primary mission is to aug-
ment the MTF to assist with soldier
readiness processing {SRP). The
IMSU may alsc augment the MTF in
providing a predetermined level of
outpatient ambulatory care at ac-
tive, semi-active, and state oper-
ated PPPs and PSPs where military
health care treatment facilities do
not exist. Inpatient health care
treatment requirements at these lo-
cations will come from alternative
sources of care (Federal or civil-
ian). The MTFs will develop pre-
established memorandums of agreement
with alternative health care facili-
ties, and close coordination will be
maintained during planning and exe-
cution,

4-4. Preventive medicine.

a. The MEDCOM Preventive Medi-
cine and Wellness Division oversees
the command-wide preventive medicine
and occupational health programs.
They also provide preventive medi-
cine support during mobilization.
The MSCs oversee and coordinate pre-
ventive medicine and occupational
health programs in their area of
responsibility.

b. The U.5, Army Center for
Health Promotion and Preventive
Medicine (CHPPM) will provide tech-
nical support and services to en-
hance requested local and regional
initiatives as resources permit.
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Also, CHPPM will <c¢oordinate with
other Federal, State, and local pub-
lic health agencies that could pro-
vide alternative resources and sup-
port.

4-5. Medical research and materiel.

a. The Medical Research and Ma-
teriel Command’s {(MRMC) mission will
shift from basic research to support
of field operations during a contin-
gency and/or mobilization. The geo-
graphical area of conflict and Army
operations in that area will deter-
mine the thrust of the research and
development effort after mobiliza-
tion. Program priorities will be
adjusted to meet critical needs.

b. The MRMC directs and manages
the Class VIII (medical} supply sup-
port, and operates as the Army Serv-
ice Item Control Center (SICC) for
medical materiel. These activities
are managed through the U.S. Army
Medical Materiel Agency (USAMMA)}, a
MRMC subordinate command.

4-6. Dental services.

a. The dental health care de-
livery missien belongs to the U.S.
Army Dental Command ({DENCOM) . Den-
tal health policy is provided by the
DENCOM with decentralized implemen-
tation by the Regional Dental Com—
mand (RDC). The RDC commander is
responsible for coordinating the
regional priorities of dental care
and integrating the applicable plans
and dental resources.

b. The dental care support plan
will support the installation mobi-
lization plan to provide scldiers
with dental screening and care.

4-7. Veterinary services.

a. The U.S. Army Veterinary
Command (VETCOM) performs joint and
global missions through the Regiocnal
Veterinary Command (RVC) structure.
During mobilization, this mission
will expand significantly to support
Power Projection and Power Support
Platforms associated with early ac-
tivation, augmentation, and rapid

military deployment. The implemen-
tation of this mission will occur
through a coordinated prioritization
by the RVCs. The RVC Commanders will
serve as the regional integrator for
mobilization missions involving Fed-
eral and state agencies, civilian
contractors, and the resources of
other military services.

b. The wveterinary mission en-
compass all DOD activities in areas
of food safety and wholesomeness,
animal medicine, and veterinary as-
pects of research and development.

Chapter 5
Training

5-1. General.

Training and education requirements
will not change significantly during
a PSRC or partial mecbilization. Stu-
dent input levels and current
courses of instruction will remain
relatively constant through partial
mobilization. A temporary surge in
selective courses such as the offi-
cer gualification course may be ex-
perienced. Institutional training at
the U.S. Army Medical Department
Center and School (AMEDDC&S) will
change only on full mobilization or
as directed by Commander, MEDCOM.

5-2. Procedures.

a. Short of full mobilization,
the AMEDDC&S will continue to pro-
vide current courses, expand to pro-
vide refresher skill training to
Individual Ready Reserve (IRR) offi-
cer and enlisted personnel. Train-
ing will continue as indicated in
the Army Program of Individual
Training (ARPRINT) .

b, Upon full mobilization, in-
stitutional training will cover the
courses of instruction approved for
inclusion in the Army Training Re-
quirements and Resources System
(ATRR3) and the Mobilization Train-
ing Planning System (MTPS). Student
projections appear in the Mobiliza-
tien Army Program of Individual
Training {MOBARPRINT).



c. Graduate Medical Education
{GME} programs will continue under
current policies and procedures un-
til full mobilization. Students in
GME programs will not be deployed
without the approval of The Surgeon
General.

Chapter 6
Patient Administration and Transpor-
tation

6-1. General.

Patient administration encompasses
the areas of patient affairs, ac-
countability, medical rececrds, and
patient regulating and evacuation.
The patient administrator oversees
the wuniform business office, re-
leases medical information, and ef-
fects coordination with other MTFs
to report the transfer of services.

6-2. Patient accountability and
affairs.

The MTFs have the responsibility for
accounting for and supporting Army
patients, to include patient track-
ing, in other than Army medical fa-
cilities in their area. An MTF with
area responsibility will document
the reguirement for mobilization
patient liaison teams as part of its
mobilization Table of Distribution
and Allowances (MOBTDA).

6-3 Patient evacuation.
a. Regulating.

(1} Patient regulating is a
function of the Global Patient Move-
ment Requirements Center (GPMRC).
Patient regulating will be accom-
plished in accordance with the pro-
cedures established in the Defense
Medical Regulating Information Sys-
tem (DMRIS), Normal regulating pro-
cedures will be used initially, how-
ever as the number of patients re-
turning from the theateri(s} of op-
erations begins to overwhelm the
system, GPMRC will initiate the con-
tingency reporting system.

(2) The RMC is responsible
for coordinating intra-RMC regulat-
ing and movement of patients. The
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MTFs operating as PRCs will report
their medical capabilities wusing
DMRIS. The GPMRC will regulate
returning casualties to the PRC for
thelr intensive and intermediate
care. Whenever possible, RMCs will
return patients to their home sta-
tion as soon as their medical condi-
tion and the capability of the hcme
station MTF permit. The GPMRC is
responsible for the follow-on intra-
BMC evacuation of patients, however,
the RMC regional patient coordinator
should plan on arranging ground
evacuaticon within 50 miles of the
PRC.

b, Transportation.

{1} The evacuation of pa-
tients from the theater(s) of opera-
tions to CONUS is the responsibility
of the U.S. Transportation Command
{TRANSCOM) . The U.S5. Air Force
(USAF) will move the patient to a
specified ajirfield within the prox-
imity of a PRC using a hub and clus-
ter air transportation network. The
PRC identified to receive the pa-
tient will have the responsibility
for patient evacuation from the ar-
rival airfield to the MTF.

(2) The RMCs will set up re-
gional patient transportation plans
for activation during mobilizaticn
to integrate the intra-CONUS move-
ment of patients within their re-
spective regions.
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GLOSSARY

AMEDD.......... Army Medical Depart- DVA . et nnenn Department of Veter-

ment ans Affairs
AMEDDC&S....... U.S. Army Medical EOC.,.iviini..n Emergency Operations

Department Center and Center

School

FORMDEPS,....... U. 8. Army Forces

AMOPES....,.,....Army Mobilization and Command Mobilization

Operations Planning
and Execution System

AOC............Area of Concentration

AOR....,........Area of Responsibil-
ity

ARPRINT,,......Army Program of Indi-

vidual Training

ASBPO......... JArmed Services Blood
Program Office

ATRRS,,........ Army Training Re-
gquirements and Re-—
source System

BDC............Blood Donor Center
CHPPM.......... U.5, Army Center for
Health Promotion and
Preventive Medicine
CINCUSACOM. ., ,,Commander in Chief,
U.5. Atlantic Command
CONUS,......... Continental United
States
CT-PROFIS...... Care-Taker Profes-
sional Filler System
DA....... «+ass.Department of the
Army
DENCOM......... U.5. Army Dental
Command
DMRIS,.........Defense Medical Regu-
lating Information
System
DOD.,........ ...Department of Defense
DTF....... .+...Dental Treatment Fa-
cility

10

and Deployment Plan-
ning System

FORSCOM........U.S5. Army Forces
Command

GCCS-A...... .+.Global Command and
Contrel System - Army

GME........... .Graduate Medical Edu-
cation

GPMRC,......... Global Patient Move-
ment Regquirements
Center

HO............. Headquarters

HOQDA.......... .Headquarters, Depart-
ment of the Army

ICMOP..... ++...Integrated Continen-
tal United States
Medical Operations
Plan

IDSU........ ... Installation and De-
ployment Support Unit

IMA. . ...... v...Individual Mobiliza-
tion Augmentee

IMSU...........Installation Medical
Support Unit

IRR, .. vevnnn . .Individual Ready Re-
serve

IRRAA, ......... Individual Ready Re-
serve Activation
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